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STAFF CHARACTERISTICS  II 
Abstract 
This study tested the relationships between certain characteristics of psychiatric nurses and the 
incidence of patient assault towards staff; also the incidence of verbal threats to cause physical 
harm. The major staff characteristics measured were the positive appreciation of patients, the 
propensity of staff to regulate their own emotions, and whether the staff had an internal or 
external locus of control. These three characteristics were measured using standard psychological 
inventories. The research method was quantitative and used a cross-sectional design, and 
questionnaires were completed by 44 psychiatric nurses. No relationships were found between 
the incidence of assault and verbal threats and the scores from the three psychological 
inventories. However a number of important relationships subsidiary to the main hypotheses 
were found. These included a relationship between the incidence of assault and verbal threats, a 
relationship between marital status and verbal threats, and a negative relationship between scores 
on the Attitude to Personality Disorder Questionnaire (APDQ) and scores on the Expressive 
Suppression facet (ES) of the Emotion Regulation Questionnaire (ERQ).  
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Chapter 1: Introduction  
Aggression from patients is an ongoing problem for psychiatric nurses (Woods & Ashley, 
2007) and is a significant problem on psychiatric wards (Chen, Hwu, & Williams, 2005). It is 
reported to have been an issue for quite some time (Bowers, Allan, Simpson, Jones, Van Der 
Merwe, & Jeffery, 2009). Spokes et al. identified this aggression as a growing problem (Spokes, 
Bond, Lowe, Jones, et al., 2002). The prevalence of violence on psychiatric wards has been put 
at over two and a half times more than that experienced on general wards (National Audit Office, 
2003; Reid, Bollinger, & Edwards, 1985), and health care professionals, especially psychiatric 
nurses, have been identified as those at the highest risk of being engaged in a violent incident at 
work, second only to police staff (Foster, Bowers, & Nijman, 2007; Quintal, 2002). It has also 
been reported that psychiatric wards can vary up to ten fold in their rates of conflict (Irwin, 
2006). In the same paper however, Irwin also claimed that “an accurate measure of the 
phenomenon of aggression on psychiatric wards is almost impossible to reach” (p. 310). 
Exposure to patient hostility and aggression has been related to post-traumatic stress 
(Chaloner, 1995), secondary traumatization, and burnout (Zerach & Shalev, 2015). It can have a 
negative effect on both the physical and mental health of nurses (Stanko, 2002), has an impact on 
staff morale (McGeorge, Lelliot, & Stewart, 2000), can lead to increased absence because of 
illness (Nijman, Bowers, Oud, & Jenson, 2005), and have a detrimental impact on staff retention 
(Beech & Bowyer, 2004; Garcia, Kennet, Quraishi, & Duncan, 2005). The National Audit Office 
in the UK (2003) has reported that the costs associated with the consequent staff sickness and 
replacement due to patient aggression is considerable. 
Perhaps the most extreme or serious form of aggression from patients is that of physical 
assault towards staff. Gacki-Smith et al. reported that 70% of 3500 registered nurses 
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participating in an annual survey had been victims of workplace violence within the previous 
three years (Gacki-Smith, Juarez, Boyett, et al., 2009). And Duncan et al. claimed that assault 
rates have been generally underreported by as much as 80% (Duncan, Hyndman, Estabrooks, et 
al., 2003). There is evidence that assault rates against nurses are increasing (BCNU, 2017; 
Holland, 2018) and it has been claimed by a number of researchers that increasing rates of 
physical assault in hospitals reflect rates of increasing violence in society at large (Anderson, 
2002; Lanza, Satu, Mcmillan, Demaio, & Foster, 2010; Quintal, 2002).  
Although not so well documented and perhaps perceived as less severe in its 
consequences, the incidence of ‘verbal aggression’ also has a significant effect. Verbal 
aggression is more common than other types of aggression (Foster, Bowers, & Nijman, 2007) 
and this kind of aggression is the form of patient conflict most associated with staff burnout 
(Bowers, 2009). Lanza et al. found that staff that had been ‘verbally assaulted’ were 7.17 times 
more likely to be subsequent victims of physical violence (Lanza, Schmidt, McMillan, et al., 
2011). Verbal aggression can also have a profound psychological effect for recipients (Inoue, 
Tsukano, Muraoka, et al., 2006). In a study by Adams and Whittington (1985) the researchers 
found that 44% of incidents of reported verbal aggression involved threats. 
The prevalence of physical and verbal aggression should be a cause of concern for 
management and for frontline staff. Identifying possible causes and risks should therefore be a 
worthwhile endeavor. Bowers, Allan, Simpson, Jones, et al. (2009) provided a framework in 
which hostile and aggressive behaviors such as these could be investigated. Their work will be 
discussed in the following chapter.   
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Chapter 2: Literature Review 
 This chapter will give an account of the City Nurse Project, conducted by Bowers, Allan, 
Simpson, Jones, et al. (2009). Significant patient factors related to the occurrence of patient 
aggression and hostility will then be described before giving an account of important factors 
relating to staff.   
The City Nurse Project: A Conceptual Framework 
In 2009, Bowers et al. reported the results of a comprehensive and influential study which 
the researchers named the City Nurse Project (Bowers, Allan, Simpson et al., 2009). This study 
involved collecting extensive data over a six month period from 136 acute psychiatric wards in 
England. The number of wards added up to almost a quarter of all acute psychiatric wards in the 
country. The central concepts in the study were measures of conflict and containment, which 
were both operationalized in detail. Conflict events (among other things) included incidents of 
violence, verbal abuse, and rule breaking. Containment referred to measures to manage or 
prevent these behaviors, and included measures such as the use of restraint, the use of seclusion, 
and special observations.  
These researchers found a close connection between their central concepts of conflict 
events and containment events. An increase in conflict tended to lead to increased containment 
measures, to try to manage these behaviors. In turn, the use of more containment measures such 
as the use of seclusion and restraint, and the locking of ward doors tended to lead to a greater 
incidence of conflict. The stated long term aim of the City Nurse Project was to create high 
therapy environments with low levels of conflict and low levels of containment (Bowers, Allan, 
Simpson, et al., 2009). 
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Subsequent to this study the researchers developed the Safewards Model (Bowers, 
Alexander, Bilgin, et al., 2014). In this model the researchers identified six key domains 
containing factors that impact upon and precipitate the occurrence of conflict events. The six key 
domains are: 
 1. Patient characteristics. 
 2. Staff factors. 
 3. The physical environment. 
 4. Factors outside of the hospital. 
 5. The patient community. 
 6. The legislative framework. 
 It is posited that factors from all of these domains can influence each other to have an 
impact on the occurrence of conflict events and containment events. 
Patient Characteristics 
The most well established factors impacting on conflict events are those relating to 
patient characteristics. The most significant patient factor is a history of violence or conflict 
(Bowers, Alexander, Bilgin, et al., 2014). Conflict has also consistently been associated with 
substance misuse (Soyka, 2000), younger aged patients, male gender and a diagnosis of 
schizophrenia (Bowers, Alexander, Bilgin, et al., 2014). However, despite these associations 
being some of the most well-established, they are not universally agreed upon. In a study by 
Owen, Tatantello, Jones, and Tennant (1998) the researchers found that younger age was 
associated with lower incidence of hostility and violence, not higher. Other authors have also 
supported this finding (for example, Cooper & Mendonca, 1991). As Bowers et al. reported, 
“There are few certainties in the field” (Bowers, Alexander, Bilgin, et al., 2014, p. 354). 
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Using a critical eye we can ask why the most well established factors relate to patient 
characteristics. One reason may be due to the ease of studying this factor; we have already 
collected information about our patients, and that information may be readily available. A second 
reason may be due to fundamental attribution error (Heider, 1958; Myers, 2010), whereby 
patient behaviors are viewed as a result of the patient’s personal characteristics and traits, and the 
influence of the context or situation is deemphasised and perceived as less relevant. Spokes, 
Bond, Lowe, Jones, et al. (2002) were critical of the historical emphasis on patient 
characteristics/factors and reported that other issues such as staff factors had been neglected and 
had received little attention. Other authors, such as Secker, Benson, Balfe, et al. (2004) were also 
critical of how the social context of incidents of aggression, (including staff factors) had been 
deemphasised or ignored. These authors also highlighted the “apparent inability of staff to look 
at what happens from the client’s perspective” (p 175). Bowers, Alexander, Bilgin, et al. (2014) 
also emphasised the importance of considering staff factors, reporting that these factors may be 
the most amenable to change. 
Staff Factors 
One of the most obvious of staff factors may be the number of staff on duty at any time. 
In their original study, Bowers, Allan, Simpson, et al. (2009) found that higher staffing numbers 
were associated with higher levels of patient aggression. This is a finding supported by others 
(for example, Owen, Tarrantello, Jones, & Tennant, 1998; Staggs, 2013). It is also a finding that 
appears counter-intuitive and contrary to conventional thought. However, if we assume the 
direction of causation to go one way; that is, that an increase in aggression from patients will 
lead to increased staffing numbers, then this finding might seem to make sense. However, it was 
found that “relative risk increased with more nursing staff” (Owen, Tarrentello, Jones, & 
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Tennant, 1998, p 1452), and that “individual shifts within wards showed higher levels of 
aggressive behavior when more staff were on duty” (Bowers, Allan, Simpson, et al., 2009); that 
is, the direction of causation was also in the other direction; an increase in staff numbers led to 
more conflict behaviors. Bowers, Allan, Simpson, et al (2009), offered the tentative explanation, 
that increased staffing levels may lead to increased patient-staff interaction, and this will in turn 
lead to a greater opportunity for conflict. If we accept this explanation then we should be posed 
with serious questions regarding the desirability of increasing staff-patient interactions, and the 
kind of interactions that we would perceive to be beneficial or desirable. Bowers, Brennan, 
Winship, and Theodoridou, (2010), gave an account of the kind of staff/patient interactions that 
might be found more valuable. Staggs (2013) provided other tentative explanations that might 
explain the relationship between increased staffing and increased levels of conflict. 
Demographic factors of staff including younger age, less experience, male gender, lower 
educational level and larger physical size have all been related to increased risk of hostility and 
aggression from patients (Hamrin, Iennaco, & Olsen, 2009; Whittington, 1997). With regard to 
physical assault from patients, however, Lanza, Zeiss, and Riordean found no difference between 
assaulted nurses compared to non-assaulted nurses, with the exception of the factor of marital 
status (Lanza, Zeiss, & Riordean, 2006). 
 Bowers, Allen, Simpson, et al. (2009) highlighted the issue of staff anxiety and fear. 
Whittington (1997) identified the nurse’s attitude towards aggression as a key factor, and also 
pointed to the way nurse’s controlling styles can have a negative impact on the course of 
aggression. Other writers have also attested to the detrimental effect of nurse’s controlling 
attitudes, and the presence of anxiety and fear (Carlsson, Dahlberg, Lutzen, & Nystrom, 2004). A 
perceived external locus of control has also been identified as a critical factor relating to higher 
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levels of patient aggression (Hamrin, Iennaco, & Olsen, 2009; Ray & Subich, 1998). In a review 
of the beliefs of 108 psychiatric nurses Spokes, Jones, Lowe, et al. (2002) found respondents to 
have a negative view of authoritarian personalities, over-controlling behavior, and the existence 
of anxiety and fear, believing that all these factors led to an increase in patient aggression. 
Basogul, Arabaci, Buyukbayram, et al. (2019) highlighted the importance of emotional 
intelligence. These authors found a significant relationship between a nurses’ emotional 
intelligence and their frequency of exposure to violence. They reported that “a negative 
relationship was present between ‘awareness of emotions’ and rate of exposure to physical 
violence” (p. 258). Further, they reported that nurses who had higher emotional intelligence were 
more successful at managing violent situations and applied more effective strategies. 
Perhaps the most authoritative and comprehensive account of the influence of staff 
factors comes from the City Nursing Project conducted by Bowers and his associates (Bowers, 
Allan, Simpson, et al, 2009; Bowers, Alexander, Bilgin, et al., 2014; Bowers, Flood, Brennan, & 
Allan, 2008). In their Safewards Model the authors identified three key staff factors that were 
influential in reducing levels of conflict. These factors were  
1. Positive appreciation of patients. 
            2. The ability of staff to regulate their own emotions. 
            3. The creation of an effective structure and routine. 
 In a study of a subsequent intervention based on this model, however,  the researchers 
concluded that the most important of these factors, was the third factor, the creation of an 
effective ward structure and routine (Bowers, Flood, Brennan, & Allan, 2008). Bowers reported 
that the “provision of an effective structure of rules and routines for patients was the staff feature 
most strongly and consistently associated with lower conflict and containment rates” (Bowers, 
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2009, p 231). In appraising their Safewards Model, Bowers et al. reported that “patients were 
calmer and less disruptive on wards with clear rules, consistent rules, and clear roles for staff” 
(Bowers, Flood, Brennan, & Allan, 2014, p. 356). The importance of providing clear and 
consistent rules, and providing clear expectations should have implications for the way staff 
communicate and relate to patients on inpatient psychiatric wards.  
In the Safewards Model, conflict behavior is posited to be the result of an interaction of 
factors which may come from any of the six identified domains. In order to reduce levels of 
conflict on psychiatric wards it may be necessary to consider factors in all six domains. The most 
well investigated of these domains appears to be patient characteristics; but because staff factors 
may be the most amenable to change (Bowers, Alexander, Bilgin, et al, 2014), it may make sense 
for efforts to focus more on this domain. 
In a number of articles Bowers and his associates reported the results of studies using 
interventions designed to modify staff factors. They found that these interventions had a 
significant impact upon their outcome measure of conflict events (Bowers, Brennan, Flood, et al., 
2006; Bowers, Flood, Brennan, & Allan, 2006; Papadopoulos, Bowers, Quirk, & Khanom, 
2011). Bowers and Allan (2006) also reported that the largest influences on staff attitudes are 
organizational factors rather than anything intrinsic to the individuals themselves. Therefore 
these attitudes should be amenable to change. 
However, we should be cautious about coming to definite conclusions. Bowers et al. 
warned that “there are few certainties in the field” (Bowers, Alexander, Bilgin, et al., 2014, p. 
354), a dearth of rigorous outcome studies and “an excess of descriptive studies” (p. 354). The 
authors concluded that “the evidence for most things is so poor that it is difficult to discriminate 
between one weakly supported factor and another” (p. 362). 
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 Patient Hostility and Aggression 
The concepts of patient hostility and patient aggression are not consistently defined 
within the literature, and similar incidents are often described using different terms, within the 
literature. For instance, terms such as conflict, violence and aggression are often used 
interchangeably. According to Finnema, Dassen, and Halfens (1994) different researchers define 
and operationalise patient aggression and patient hostility in different ways. Furthermore, the 
authors reported that different nurses perceive and describe aggression in different ways. This 
makes it very difficult to draw definite conclusions about the nature of causes and consequences 
of aggression, from one study to another. Various definitions of hostility and aggression have 
been given in the literature. A typical definition of aggression is that given by Hamrin, Iennaco, 
and Olsen (2009), which they gave as “hostile, injurious, or destructive behavior” (p. 214). 
Bowers concept of conflict events which is relied heavily upon in this paper, could be viewed as 
markedly different from this definition and includes incidents such as self-harm, absconding and 
medication refusal, which other researches might not categorize as hostile or aggressive. A full 
list of events categorized as conflict events by Bowers and his associates (Bowers, Alexander, 
Simpson, et al., 2005) is given in Appendix A. As previously stated, given the different 
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Chapter 3: Research Methodology 
Physical assault towards staff could be described as the most serious or extreme form of 
physical aggression from patients. In a similar way, threats of physical harm towards staff could 
be described as the most serious form of verbal aggression. This research study focussed on these 
two particular kinds of patient hostility and aggression.  
Claims in the literature regarding the relationship between key staff characteristics and 
the occurrence of patient hostility were considered; and three key characteristics were tested 
against the two identified factors of patient assault against staff, and patients’ threats of physical 
harm against staff. The purpose of the study was to test these relationships, in instances of what 
could be considered the most extreme and serious examples of patient hostility. 
 Because of the comprehensiveness and sheer size of the study by Bowers and his 
associates (Bowers, Allan, Simpson, et al., 2009) particular importance was given to their 
findings. The key staff factors identified by Bowers, Allan, Simpson, et al. (2009) were: 
1. Positive appreciation of patients. 
2. The ability of staff to regulate their own emotions, and 
3. The creation of an effective ward structure. 
The first two of the above factors was tested against our variables of patient assault 
towards staff and threats of physical harm towards staff. The third factor, the creation of an 
effective ward structure and routine was not tested, since it did not fit easily into the 
methodology of the study. Along with the two identified factors, the factor of locus of control 
(LOC) was also tested. The importance of the factor of perceived locus of control was 
highlighted in a study conducted by Ray and Subich (1998). Locus of control is also related to 
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the theory of Emotional Intelligence and has links with important concepts in that theory, such as 
helplessness, hope, and optimism (Goleman, 2005). 
The study used a cross-sectional design incorporating a survey. The study design was 
based on a template provided by Ray and Subich (1998). The target population were Registered 
Psychiatric Nurses (RPNs) currently working with psychiatric patients in direct care settings in 
the provinces of BC and Manitoba. In BC, surveys were sent directly by mail to recipient’s home 
addresses, using addresses provided through the British Columbia College of Nursing 
Professionals (BCCNP). In total 148 packages were sent out. In the province of Manitoba 
potential respondents were invited to participate in the study by email (using the database of the 
College of Registered Psychiatric Nurses of Manitoba (CRPNM)). Only if these potential 
respondents replied to this invitation by email, were surveys sent out. Materials sent out included 
standardized psychometric tests to measure emotional regulation, positive appreciation of 
patients, and perceived locus of control. Demographic information was also gathered, since a 
number of demographic factors have been related to the incidence of patient aggression and 
hostility, within the literature. Information regarding the incidence of physical assault towards 
staff from patients, and verbal threats of physical harm, was also requested using staff self-
reports. If assaults required visits to the ER or resulted in days off work due to injury or sickness, 
then this was taken to indicate a more serious instance of physical assault. 
 Data was gathered at a single point in time during a single period of data collection. 
There were two major grouping variables. These were: 
 1. Whether respondents reported being assaulted by patients in the last 12 months.  
2. Whether respondents reported receiving threats of physical harm in the last six months. 
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Parametric testing was used to determine whether these were related to our other major 
variables of Emotion regulation, Patient appreciation/ Attitude to personality disorder and 
Internal-external locus of control. Demographic information deemed relevant was also tested 
against our grouping variables. 
There is an implicit assumption in the literature that the named variables of Emotional 
regulation, Patient appreciation/Attitude to personality disorder and Internal-external locus of 
control are present prior to incidences of assault or verbal threats and may have an influence or 
causal role on patient behaviors. Although a direction of causation cannot necessarily be implied 
from this study’s design, it is clear from the literature that there is an assumption that the key 
staff characteristics described may have a direct influence on patient behaviors. As such the 
existing literature gives a clear rationale for implying the direction of influence or causation. 
Despite this rationale, it is accepted that assuming the direction of influence may be 
problematic, and other explanations could be given for findings. For instance, it could be argued 
that experience of assault from a patient may lead to staff having less positive attitudes towards 
patients in general (that is, less positive patient appreciation). 
Major Hypotheses 
There were eight major hypotheses. These were tested through the use of the three 
standardized psychometric inventories, and the two grouping variables. The structured 
psychometric inventories used were the Emotion Regulation Questionnaire (ERQ), (Gross & 
John, 2003), the Attitude to Personality Disorder Questionnaire (APDQ), (Bowers & Allan, 
2006), and the Internal-external Locus of Control Scale (LOC), (Rotter, 1966).  
The first grouping variable was whether RPNs report being physically assaulted by 
patients in the last 12 months. The second grouping variable was whether RPNs report having 
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received verbal threats of physical harm from patients within the last six months. By combining 
these two grouping variables with our three inventories we generated eight hypotheses as 
follows: 
Hypothesis 1. RPNs who report being physically assaulted by patients at least once in the 
last 12 months will score significantly lower mean scores on the Expressive Suppression facet of 
the ERQ as compared to RPNs who report no assaults. 
Hypothesis 2. RPNs who report being physically assaulted by patients at least once in the 
last 12 months will score significantly lower mean scores on the Cognitive Reappraisal facet of 
the ERQ as compares to RPNs who report no assaults. 
The ERQ is comprised of two separate facets, an Expressive Suppression facet and a 
Cognitive Reappraisal facet. It is recommended that the scoring for these two facets should be 
kept separate. 
The expression of negative emotions such as anger, fear and anxiety, has been related to 
the incidence of patient aggression in the literature (eg. Carlsson, Dahlberg, Lutzen, & Nystrom, 
2004; Ray & Subich, 1998; Spokes, Jones, Lowe, et al., 2002). Therefore we should expect that 
staff that are able to suppress these emotions would be less likely to experience physical assault 
from patients. Likewise we would expect staff who are able to cognitively reappraise their 
emotions (and hence to experience less anger, fear and anxiety) to also experience less 
aggression from patients. 
Hypothesis 3. RPNs who report being physically assaulted by patients at least once in the 
last 12 months will score significantly lower mean scores on the ADPQ as compared to RPNs 
who report no assaults. 
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Bowers, Allan, and Simpson (2009) reported that positive appreciation of patients (as 
indicated by higher scores on the APDQ) is significantly related to a lower occurrence of conflict 
events. This contention was supported in subsequent interventions conducted by the City Nurse 
Team (Bowers, Flood, Brennan, & Allan, 2006). The importance of the therapeutic relationship 
and the positive regard given towards patients has been of central importance in providing 
nursing care, since the seminal works provided by Peplau (1988). Van Dusseldorp, Van Meijel, 
and Derkson (2011) highlighted the importance of emotional intelligence in the development of 
the therapeutic relationship. Bowers et al. (2009) inferred that because staff have a positive 
attitude toward patients with personality disorders (as indicated by higher scores on the ADPQ), 
then they will therefore have more positive attitudes to psychiatric patients in general. 
Hypothesis 4. RPNs who report being physically assaulted by patients in the last 12 
months will score significantly higher mean scores on the LOC as compared to RPNs who report 
no assaults. 
Higher scores on the LOC indicate a higher external locus of control. Ray and Subich 
(1998) hypothesized that staff exhibiting the converse, an internal locus of control, may have 
increased ability to cope and function in high risk settings, since they will have more ability to 
modify their responses in relation to the environment. This ability to modify emotional responses 
depending on the situation may indicate a higher level of emotional intelligence.   
The second grouping variable was whether RPNs report being threatened with physical 
assault by patients in the last six months. Combined with the three psychometric inventories this 
gave hypotheses as follows: 
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Hypothesis 5. RPNs who report being threatened with physical assault by patients at least 
once in the last six months will score significantly lower scores on the Expressive Suppression 
facet of the ERQ as compared to RPNs who report no threats of physical assault. 
Hypothesis 6. RPNs who report being threatened with physical assault by patients at least 
once in the last six months will score significantly lower mean scores on the Cognitive 
Reappraisal facet of the ERQ as compared to RPNs who report no threats of physical assault. 
As reported above we should expect staff that experience and express lower frequency of 
negative emotions such as anger, fear and anxiety, to experience less aggression from patients. 
We should also expect them to experience less verbal threats of physical harm from patients.. 
Hypothesis 7. RPNs who report being threatened with physical assault by patients at least 
once in the last six months will score significantly lower mean scores on the ADPQ as compared 
to RPNs who report no threats. 
Hypothesis 8. RPNs who report being threatened with physical assault by patients at least 
once in the last six months will score significantly higher mean scores on the LOC as compared 
to RPNs who report no threats of physical assault. 
A number of subsidiary hypotheses were also tested. These hypotheses related to 
demographic staff factors that have been linked with patient aggression and hostility in the 
literature. These factors include age, gender, level of education, and years in practice (Bowers, 
Allen, Simpson, et al., 2009).  
Materials 
There were four self-administered questionnaires or psychometric inventories. The first 
questionnaire was used to collect basic demographic information including information on 
gender, age, ethnicity and years of service. Information regarding whether respondents had been 
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physically assaulted by patients or had received threats of physical assault was also requested. 
The other three documents consisted of the psychometric inventories. Emotion regulation was 
measured using the ERQ (Gross & John, 2003); Attitude to personality disorder was measured 
using the APDQ (Bowers & Allan, 2006) and perceived locus of control was measured using the 
I-E (Rotter, 1966). 
The Emotion Regulation Questionnaire. 
Bowers, Flood, Brennan, and Allan (2009) identified the ability to regulate one’s own 
emotions as a key staff characteristic related to conflict events. In order to give a measure of 
emotion regulation, Gross and John (2003) devised the ERQ which consists of a ten item scale. 
This scale measures respondent’s tendency to regulate their emotions in two ways, the first is 
Cognitive reappraisal, and the second is Expressive suppression. Cognitive reappraisal refers to 
the ability or tendency to change the contents of ones thoughts or the way one is thinking about 
something, in order to change one’s emotional response. Expressive suppression refers to the 
tendency or ability to conceal or not to show emotions. Each item is scored on a 7-point Likert 
scale ranging from 1 (strongly disagree) to 7 (strongly agree). For analysis purposes the scoring 
of the two facets of the scale was kept separate. 
 It should be noted that there are aspects of emotion regulation that are not captured by 
the questionnaire. Goleman (2005) for instance, stressed the importance of empathy. Goleman’s 
model of Emotional Intelligence stressed not only the ability to manage one’s own emotions but 
also the understanding of and attunement to the emotions of others. Goleman added that, “the 
key to intuiting another’s feelings is in the ability to read non-verbal channels: tone of voice, 
gesture, facial expression and the like” (Goleman, 2005, p. 96). Mayer, Caruso, Salovey, and 
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Sitarenios (2001) also stressed the importance of the ability to monitor other’s feelings, and 
emotions, and to use this information to guide one’s own thinking and actions. 
The Attitude to Personality Disorder Questionnaire. 
This questionnaire was developed by Bowers and Allan (2006) in order to measure the 
attitudes of professional staff towards patients with personality disorders. Attitudes towards 
patients with personality disorders are known to be pessimistic. 
Bowers and his colleagues (Bowers, Allan, Simpson, Jones, et al., 2009) subsequently 
administered this questionnaire in their City Nursing Project to give an indication of staff 
attitudes to patients in general. The questionnaire consists of 35 statements about patients 
(diagnosed with personality disorders) which are to be scored on a six-point Likert scale. The 
scale ranges from 1 (never) to 6 (always). The questionnaire measures five factors related to staff 
attitudes. These are: 
  1. Enjoyment/loathing. 
  2. Security/vulnerability.  
  3. Acceptance/rejection. 
  4. Purpose/futility.  
  5. Enthusiasm/exhaustion. 
Although the questionnaire was designed to capture the underlying structure of staff 
attitudes to personality disorder, the questionnaire can be used to generate a single score that can 
be used for analysis purposes. Bowers and Allan (2006) posited that staff having more positive 
attitudes towards patients (as indicated by higher scores on the APDQ) should experience less 
conflict events. This contention appears to have been supported in their subsequent research (for 
example, Bowers, Allan, Simpson, et al., 2009; Bowers, Flood, Brennan, & Allan, 2008). 
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The Internal-external Locus of Control Scale. 
The LOC was developed by Rotter (1966) and was used in a study by Ray and Subich 
(1998) in which an external locus of control was found to be related to an increased incidence of 
assault from patients. The scale has 29 items and is used to give an indication of where a person 
looks in order to gain reinforcement. Individuals with an internal locus of control believe that 
they control their destiny, while individuals with an external locus of control believe that outside 
factors (for example, luck, fate etc.) control their destiny (Kukulu, Buldukoglu, Kulakac, & 
Koksal, 2006). It was hypothesized that respondents who perceive events as outside their control 
will be more likely to be assaulted by patients and more likely to experience threats of physical 
harm. For each of the 29 items a choice is given to explain why certain things happen. The 
respondent is given a choice of explaining events in terms of a person’s traits or choices or in 
terms of external factors, For instance, the statement may comment on why wars happen or why 
bad things happen to people. Total scores can range from 1 to 23. A number of items have no 
scores and could be described as bogus items or red herrings. A higher score indicates an 
external locus of control. The test-retest reliability for the scale is 0.72, and factor analysis shows 
fairly high consistency of 0.73 (Rotter, 1966). It was hypothesized in the current study that staff 
who look to themselves when things go wrong rather than blaming others (that is, having an 
internal locus of control), may be more likely to develop strategies to avoid experiencing 
hostility, injury and assault (Ray & Subich, 1998). Goleman (2005) pointed out that “people’s 
beliefs about their abilities [to influence situations] have a profound effect on those abilities,” (p. 
90) and this can influence how individuals can “change their approach in the next call” (p. 89). 
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The Sample 
The population surveyed were RPNs currently working directly with patients in inpatient 
settings in the provinces of British Columbia (BC) and Manitoba, Canada. RPNs working in 
managerial or administrative roles were excluded. The respondents were accessed by mail and by 
email using information provided through the nursing colleges of the provinces (the BCCNP and 
the CRPNM respectively). RPNs whose registration had been less than one year were excluded. 
The aim was to gather information from 64 or more RPNs. This was based upon the use of a 
two-tailed test using an alpha level of 5%; also based on a ‘moderate effect’ and a power level of 
.80. Cohen (1987) suggests that for the behavioral sciences a power of .80 is reasonable. 
The BCCNP and CRPNM were contacted by email in order to request access to their 
database. It was anticipated that the majority of respondents would be female and that there 
would be a wide ethnic mix. The anticipated wide ethnic mix was due to the large amount of 
overseas nurses employed (particularly in BC), and also due to the diverse ethnic mix of the 
general population (particularly in BC). 
Procedure and Data Collection 
All potential respondents were invited to take part in the study and to sign a consent 
form. They were requested to complete the three inventories described above; The Emotion 
Regulation Questionnaire, the Attitude to Personality Disorder Questionnaire and the Internal-
External Locus of Control Scale. They were also asked to complete the form relating to 
demographic information. This information included categories for age, gender, length of time as 
a psychiatric nurse and ethnicity. All of these factors have been related to the incidence of patient 
aggression towards staff (Bowers, Allan, Simpson, et al., 2009; Hamrin, Iennaco, & Olsen, 
2009). Respondents were also asked to indicate whether they had been the victim of patient 
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assault in the last 12 months and were asked whether any assaults resulted in visits to the 
emergency department or resulted in days off work due to injury or sickness. Respondents were 
also asked whether they had received threats of physical harm in the last six months. All 
respondents were provided with a prepaid, addressed envelope to return completed 
questionnaires to the main investigator. 
Because all respondents will have completed a university education to qualify as RPNs, a 
certain level of education and reading level was assumed. Also, as part of registration all 
respondents will have been required to demonstrate fluency in the English language, so this also 
was assumed. Due to the nature of using questionnaires the study relied on the fidelity of self-
reports given by respondents 
Data Analysis 
The two major grouping variables were: 
1. Whether respondents reported being physically assaulted by patients in the last 12 
months. 
2. Whether respondents reported receiving threats of physical harm from patients in the  
last six months. 
Results from the two major grouping variables were tested against results from the three 
psychometric inventories in order to test the eight major hypotheses, given above. The three 
inventories generated data at an interval level. Therefore, where the required assumptions were 
met, the major hypotheses were tested using parametric inferential tests. In these cases the 
appropriate test used was the independent t test. 
Along with our eight major hypotheses a number of subsidiary hypotheses regarding 
demographic data were also tested. Where the appropriate assumptions were met, parametric 
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testing was used. Some variables did not produce interval level data, and in these cases non-
parametric testing was used. For simple, categorical data such as that for gender and ethnicity the 
Chi-squared test was used. 
Ethical Considerations 
Respondents were informed of the nature and procedure of the study and written consent 
was obtained to use the information given. No names were used on questionnaires and numbered 
codes were substituted instead. For analysis of data all respondents remained anonymous. There 
were no known risks or discomforts associated with this study. It was therefore deemed that the 
study present minimal risk. Ethical approval to conduct the study was given through BUREC 
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Chapter 4: Results 
 The results will be presented in three parts. Firstly, a summary of the demographic 
information gathered will be given. The second part will present the analysis of our major 
hypotheses, giving inferential statistics for the relationships between our variables of ‘physical 
assault,’ and ‘verbal threats,’ and the scores from the three psychometric inventories. The third 
section will highlight important and significant findings that were found in the data, which were 
subsidiary to our main hypotheses.  
Demographic Data 
 In this study there were 44 respondents. These came from a convenience sample of RPNs 
currently practicing in the provinces of British Columbia and Manitoba. A total of 148 packages 
were sent to RPNs in BC. Of these 148 packages, 27 were returned completed. This indicates a 
response rate of 18.2%. In the province of Manitoba, all RPNs on the CRPNM’s register were 
sent an email via the college, inviting them to participate in the study. Packages were sent out to 
those who responded to the email, and a total of 17 completed packages were returned. The 
number of practicing RPNs on the register in December 2018 was 1069 (The College of 
Registered Psychiatric Nurses of Manitoba, nd). A response rate from RPNs in Manitoba may 
not make much sense because it is not known how many nurses satisfied the inclusion criteria. 
 The majority of the respondents in the study were female (n=32, 82.7%), and the mean 
age of respondents was 41.6 years. Ages ranged from 23 to 71 years. The mean age of male 
respondents was 49.5 years, compared to a mean of 38.8 for females. This difference was 
statistically significant at the alpha = 0.05 level for a 2 tailed test (p = 0.010). This appears to 
suggest that there is a lack of younger males entering the profession; though one could argue that 
with such a small sample it is difficult to justify this generalization. Although perhaps not 
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germane to the current study, this should be a cause of concern to those involved in the 
recruitment of RPNs. 
 With regard to education, the majority of respondents were educated to the Bachelor level 
(n=27, 61.4%), 14 were educated to Diploma level (31.8%), and 3 were educated to Graduate 
level (6.8%). 
 The most popular religion was Christianity (n = 19, 43.2%); 14 respondents (31.8%) 
reported having no religion (Atheist or Agnostic); the other responses comprised of Buddhism 
(n=2, 4.5%), Sikh (n=2, 4.5%) and Other (n=5, 13.6%).  
 The majority of respondents described their ethnicity as Caucasian (n=29, 65.9%). The 
other categories were Asian (n=6, 13.6%), Black (n=5, 11.4%), First Nations (n=1, 2.3%) and 
Other (n=3, 6.8%). 
  Half of the respondents were currently married (n=22, 50.0%); 22 respondents (50%) 
reported that they were not currently married. 
 The mean length of time that respondents had been employed as nurses was 12.4 years, 
with a minimum of 1 year and a maximum of 49 years. Unsurprisingly there was a strong 
statistically significant relationship between age and number of years employed as a nurse 
(Pearson’s r = 0.755, p=0.000. Male respondents had longer years of employment (mean = 16.3 
years) as compared to female nurses (mean = 10.9 years); though this was not found to be 
statistically significant (p=0.142). A summary of the demographic data is given in Table 1: 
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Table 1: Summary of the Demographic Data                                                                                  
 
                                                                                              N, (%) 
Total number of respondents                                                44 
No of respondents assaulted                                                 14 (31.8) 
No of respondents receiving verbal threats                          26 (59.0) 
Sex    
 Male                                                                         12 (17.3) 
 Female                                                                      32 (82.7) 
Education 
 Diploma                                                                    14 (31.8) 
 Bachelors                                                                  27 (61.4) 
 Graduate                                                                   3 (6.8) 
Religion 
 Agnostic                                                                   6 (13.6) 
 Atheist                                                                      8 (18.2) 
 Buddhist                                                                   2 (4.5) 
 Christian                                                                  19 (43.2) 
 Sikh                                                                          3 (6.8) 
 Other                                                                        6 (13.6) 
Ethnicity 
 Asian                                                                        6 (13.6) 
            Black                                                                        5 (11.4) 
 Caucasian                                                                 29 (65.9) 
 First nations                                                             1 (2.3) 
 Other                                                                        3 (6.8) 
Marital status 
 Currently married                                                    22 (50) 
 Not currently married.                                             22 (50) 
Childhood location 
 Rural                                                                        10 (22.7) 
 Suburban                                                                  24 (54.5) 
 Urban                                                                       8 (18.2) 
 Other                                                                        2 (4.5) 
 
                                                                                              Range (yrs), mean, standard deviation. 
 
Age                                                                                       48                  41.6           12.1 
Years of employment as a nurse                                          48                  12.4           10.8 
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Main Analysis 
Assault. 
 The first major grouping variable was ‘whether respondents report being assaulted by 
patients within the last 12 months.’ From the 44 respondents 14 reported being physically 
assaulted within the last 12 months (31.8 %). Of those that had been assaulted only 2 respondents 
reported attending ER as a result of that assault. Totals from the grouping variable of ‘Assault’ 
were tested against the scores generated from the three psychometric inventories; the Emotion 
Regulation Questionnaire (ERQ), the Attitude to Personality Disorder Questionnaire (APDQ)  
and Rotter’s Locus of Control Scale (LOC). The ERQ was divided into two parts for testing 
purposes, the Cognitive Reappraisal facet and the Expressive Suppression facet. 
 Hypotheses were tested using the Independent Samples t-test, and results did not support 
any of the 4 hypotheses pertaining to the variable of ‘Assault.’ The results gave the following 
values: 
1. For the relationship between ‘Assault’ and the Cognitive Reappraisal facet of the 
 ERQ, p=0.428, t= 0.801. For assaulted respondents the mean score was 29.7 as compared to 
31.2 for those who were not assaulted. 
2. For the relationship between ‘Assault’ and the Expressive Suppression facet of  
the ERQ, p=0.525, t=0.641. For assaulted respondents the mean score was 11.8 as compared to 
12.7 for those who were not assaulted.  
3. For the relationship between ‘Assault’ and the APDQ, p=0.499, t=0.681. For  
assaulted respondents the mean score was 136.7 as compared to 141.6 for respondents that were 
not assaulted. 
4. For the relationship between ‘Assault’ and the LOC, p=0.301, t=-1.048. For  
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assaulted respondents the mean score was 11.5 as compared to 10.3 for those who were not 
assaulted. 
All of these values were for a 2-tailed test, assuming equal variance. Although the results 
for each 4 of the hypotheses were not found to be significant, the relationships were all found to 
be in the direction predicted. These results are given in Table 2. Main Analysis: Assault.  
Verbal threats. 
 The second major grouping variable was ‘whether respondents had received verbal 
threats of physical harm within the previous six months.’ Of the 44 respondents, 26 reported 
receiving verbal threats of physical harm (59.0%). Some respondents reported receiving threats 
of physical harm very frequently, and some on an almost daily basis. Totals from the grouping 
variable of ‘Verbal threats’ were tested against the scores generated from the three psychometric 
inventories. Using the Independent Samples t-test values were found as follows: 
1. For the relationship between ‘Verbal threats’ and the Cognitive Reappraisal facet of 
 the ERQ, p=0.653, t=0.453. For the respondents receiving verbal threats the mean score was 
30.4 as compared to 31.2, for those who did not receive verbal threats. 
2. For the relationship between ‘Verbal threats’ and the Expressive Suppression facet of 
 the ERQ, p=0.871, t=0.164. For respondents receiving verbal threats the mean score was 12.3 as 
compared to 12.5 for those who did not receive verbal threats. 
3. For the relationship between ‘Verbal threats’ and the APDQ, p= 0.922, t= 0.099.  
For respondents receiving verbal threats the mean score was 139.8 as compared to 140.4 for 
those who did not report receiving verbal threats. 
4. For the relationship between ‘Verbal threats’ and the LOC, p= 0.922, t= 0.099. For 
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Table 2. Main Analysis: Assault – Mean values from the Psychological Inventories. 
 
                                                         Assaulted.     Not assaulted.     t value        p value.                                       
                                                           (n= 14)             (n= 30) 
 
Cognitive Reappraisal facet                29.7                  31.2                0.801        0.428 
 of the ERQ                                         (5.3)                 (5.8)   
  
                                                                                                                                                                                                                  
 Expressive Suppression facet             11.8                  12.7                0.641        0.525 
 of the ERQ                                          (3.4)                 (4.5) 
                                                                                                           
                                                                                                          
Attitude to Personality Disorder         136.7                141.6               0.681        0.499 
Questionnaire (APDQ)                        (20.4)               (22.9) 
                                                                                                           
                                                                                                           
Locus of Control Scale (LOC)             11.5                  10.3               -1.048       0.301                                                         
                                                              (3.8)                 (3.5)                                            
                                                                                                            
                                                                                                                                                                                                                    
(The ‘Assaulted column’ gives the mean scores of respondents who reported being assaulted. 
The Not Assaulted column gives the mean scores of respondents who reported not being 




respondents receiving verbal threats the mean score was 10.2 as compared to 11.5 for those who 
did not receive verbal threats. 
These values were for a 2-tailed test assuming equal variance. No evidence was found 
to support a relationship between ‘Verbal threats’ and scores from the three psychometric 
inventories. A summary of the scores is given in Table 3. Main Analysis: Verbal Threats. 
 Although the ADPQ can be used to generate a single score for analysis purposes, the 
questionnaire comprises of ‘five independently varying factors…likely to have differing causes 
and consequences’ (Bowers and Allan, 2006, p289). These factors were therefore tested  
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Table 3. Main Analysis: Verbal Threats - Mean values from the Psychological Inventories. 
 
                                                        Verbal threats.     No verbal threats.    t value,    p value.         
                                                             (n= 26)                  (n= 18) 
 
Cognitive Reappraisal facet                    30.4                       31.2                0.453        0.653 
 of the ERQ                                             (6.1)                       (4.9) 
                                                                                                               
                                                                                                                                                                                                                                                                                                                                         
Expressive Suppression facet                  12.3                      12.5                 0.164        0.871 
 of the ERQ                                              (4.2)                     (4.1) 
                                                                                                                
                                                                                                                                                                                                                                                                                                                                            
Attitude to Personality Disorder              139.8                    140.4               0.099        0.922 
Questionnaire (APDQ)                            (20.3)                    (24.9) 
                                                                                                                                                                                                                                                                                                                                            
                                                                                                               
Locus of Control Scale (LOC)                10.2                       11.5                 1.062        0.297                                                       
p= 0.260                                                   (3.2)                      (4.2) 
                                                                                                                 
                                                                                                                                                                                                                                                                                                                                            
(The ‘Verbal threats’ column gives the mean score of respondents who received verbal threats. 
The ‘No verbal threats’ column gives the mean score of respondents who did not receive verbal 




individually, against the two major grouping variables of ‘Assault’ and ‘Verbal Threats.’ None 
of these relationships were found to approach statistical significance. 
Subsidiary Hypotheses 
 Of the subsidiary hypotheses tested, a number of important relationships were found. 
There appeared to be a relationship between ‘years practicing’ and ‘Assault.’ Respondents who 
reported being assaulted had a mean of 8.1 years employment as a nurse, as compared to those 
who reported not being assaulted, who had a mean of 14.1 years employment. However, this was  
not found to be statistically significant; p= 0.125. This statistic was for a 2-tailed test and 
assumed equal variance. 
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 Using Pearson’s Chi-square test (for a 2-tailed test) there appeared to be a relationship 
between ‘Marital status’ and ‘Assault,’ with those who are currently married found less likely to 
be assaulted as compared to those who were not currently married. However this was also found 
to be not statistically significant (p= 0.133, Pearson chi-square= 2.257). There was also found to 
be a relationship between ‘Marital status’ and ‘Verbal threats.’ This relationship was statistically 
significant (p=0.027, Pearson chi-square= 4.859). It should be noted that because of the 
relatively low number of respondents, the responses for ‘Marital status’ were reduced from four 
categories to two categories for analysis purposes, (‘Currently married’ and ‘Not currently 
married’). The original four categories are given in Appendix E. 
A statistically significant relationship was found between the grouping variables of 
‘Verbal threats’ and ‘Assault;’ using Pearson Chi-square (p= 0.014, Pearson chi-square= 6.021). 
Respondents that were assaulted were more likely to have received verbal threats. This was an 
important finding. This indicated that verbal threats should not be taken lightly because they may 
be a precursor to actual physical assault. A summary of the data giving this relationship is 
illustrated in Table 4: Nurses Reporting Receiving Verbal Threats at Work and Reporting 
Physical Assault at Work. 
 There was a statistically significant negative relationship between scores from the APDQ 
and scores from the Expressive Suppression facet (ES) of the Emotion Regulation Questionnaire 
(ERQ); p= 0.013, Pearson’s r = - 0.385. This indicated that high scores from the APDQ were 
correlated with low scores from the ES and vice versa. Respondents who showed a greater 
appreciation of patients with personality disorders (as indicated by higher scores on the APDQ) 
were less likely to suppress their emotions (as indicated by lower scores on the ES scale). And  
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Table 4: Nurses Reporting Receiving Verbal Threats at Work and Reporting Physical Assault at  




                                                             Physical Assault  
 
Verbal threats                           Yes                  No              Total 
 
Yes                                            12                    14                26 
 
No                                              2                     16                18 
 
Total                                          14                    30                44 
 
 
Based on this data, the odds of a respondent reporting being physically assaulted at work and 
receiving a verbal threat at work  are 6.86 times greater than for a respondent reporting a 
physical assault at work and receiving no verbal threats (95% CI, 1.30 – 36.06). This difference 





respondents who showed a lower appreciation of patients with personality disorders (that is, as 
indicated by lower scores on the APDQ) were more likely to suppress their emotions (as 
indicated by higher scores on the ES scale). Given that the APDQ comprises of five factors that 
may have separate causes and consequences, the scores of the five factors were tested 
individually against the scores of the ES. The factor of Enjoyment/loathing was found to have a 
statistically, significant, negative correlation with the ES (p=0.032, Pearson’s r = -0.366). This 
indicated that respondents who reported enjoying working with patients with personality 
disorders (as indicated by higher scores on that factor in the APDQ) were less likely to suppress 
their emotions. The factor of Acceptance/rejection was also found to have a statistically 
significant negative relationship with the ES (p=0.034, Pearson’s r= -0.332). This indicated that 
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respondents who   expressed more acceptance of patients with personality disorders (as indicated 
by scores on that factor of the APDQ) were less likely to suppress their emotions. 
 Although perhaps not specifically germane to the current study, a statistically significant 
relationship was found between the factors of Locus of control (LOC) and the length of 
employment in current post (p= 0.028, Pearson’s r= -0.335). This relationship was in a negative 
direction, indicating that the longer respondents had been in their current post the more they 
tended to have an internal LOC. An internal LOC indicates that people believe they have control 
over their destiny and situation rather than regarding events as the result of luck or external 
influences. Although this is a correlation, a clear direction of cause appears to be implied; that is, 
the longer people remained in their current position the more they tended to have an internal 
LOC. This outcome supports the findings of Kukulu, Buldukogui, Kulacac, and Koksal (2006) 
and that of Ozgul and Dicle (2008) who related an internal LOC to a sense of self-efficacy, and 
greater assertiveness. It can be noted that there was no relationship found between LOC and age, 
and the relationship between LOC and ‘Post employment’ was much stronger than that between 
LOC and experience as a nurse (p= 0.132).   
 A summary of the positive findings from analysis of the subsidiary hypotheses is given in 
Table 5: Summary of Positive Findings from an Analysis of the Subsidiary Hypotheses. A table 
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Table 5: Summary of Positive Findings from an Analysis of the Subsidiary Hypotheses 
 
Relationship                                        Test used, significance, and effect size (where applicable) 
 
1. Years practicing x Assault.                 Independent t test, p= 0.125, t= 1.565 
 Mean years of experience for assaulted nurses was 8.7 years. Mean years of experience 
for not assaulted nurses was 14.1 years. 
 
 
2. Marital status x Assault                     Pearson Chi-square, p= 0.133, Pearson chi-square= 2.257 
 
 Currently married nurses were less likely to be assaulted, as compared to nurses who 
were not currently married. 
 
 
3. Marital status x Verbal threats.         Pearson Chi-square, p= 0.027, Pearson chi-square= 4.859 
 
 Currently married nurses were less likely to be the recipient of verbal threats, as 
compared to nurses who were not currently married. 
 
 
4. Assault x Verbal threats.                   Pearson Chi-square, p= 0.014, Pearson chi-square= 6.021 
 
 
5. Expressive suppression x APDQ.     Pearson’s Correlation, p= 0.013, Pearson’s r= -0.385. 
 
 This correlation was in a negative direction. 
 
 
6. Locus of Control x Post employment.       Pearson’s Correlation, p= 0.028, Pearson’s r= -0.335 
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Table 6: Pearson Correlations among Study Variables. 
  






Supp APDQ LOC 
Age  1 .755** .194 .107 .114 -.051 -.043 
Nurse Emp  .755** 1 .153 .134 -.067 .234 -.233 
Post Emp.  .194 .153 1 .160 -.026 -.143 -.335* 
Cog Reap  .107 .134 .160 1 .055 -.024 -.090 
Expressive   Supp .114 -.067 -.026 .055 1 -.385* -.002 
APDQ  -.051 .234 -.143 -.024 -.385* 1 -.146 
LOC  -.043 -.233 -.335* -.090 -.002 -.146 1 
**. Correlation is significant at the 0.01 level (2-tailed). 
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Chapter 5: Discussion 
 This study was based upon an underlying supposition that there is something different 
about staff who are the victims of patient assault or staff who are the recipients of verbal threats 
from patients; that they possess certain characteristics or behave in certain ways that are different 
from other staff. Our main focus was on the psychological inventories measuring Emotional 
Regulation, Attitude to Personality Disorder and Locus of Control. Demographic data was also 
collected. 
 One of the main findings was that the study failed to find any relationship between scores 
from the three psychometric inventories and the incidence of patient assault and patient threats. 
One possible explanation for this is that the effects may have been too small to be detected. In 
Bower’s model, conflict events are posited to be a result of interacting factors which may come 
from any of six identified domains. Given the number of factors involved we should not expect 
the effects from the single domain of staff characteristics to be particularly large. Further, the 
sample size of 44 in this study, could be described as fairly low, and may therefore not have been 
large enough to detect any effects. Another limitation relating to the study design is that 
recipients were recruited from a variety of different inpatient settings, including acute settings, 
tertiary settings and forensic settings. Given the variety of different settings used in this study 
there could be large variation in the amounts of conflict (and assault rates) in the different 
settings. Irwin (2006) reported that psychiatric wards can vary up to ten fold in their rates of 
conflict. It may have simply been the differences in the settings that had the greater influence 
rather than the characteristics of staff 
However, in the City Nurse Project one main aim was to determine the factors related to 
Bower’s construct of conflict events. In contrast, in the present study we tested whether these 
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same factors were related to the incidence of patient assault and verbal threats. These have been 
described as perhaps the most extreme form of conflict events and are among the events which 
would be of the most concern to nurses. The fact that we found no relationship between the 
incidence of assault and verbal threats and scores from the three inventories may be simply due 
to there being no relationship to be found. 
 The demographic factors that were found to be related to patient assault were those of 
length of experience as a nurse, and marital status. The negative relationship between ‘Assault’ 
and length of experience suggests that nurses with less experience may have less skill at avoiding 
at risk situations, and less clinical skill in handling them. One simple explanation to account for 
this finding could be that this is more related to the settings in which the nurses work rather than 
to any attributes of the nurses themselves. There is a common perception that there are more, 
younger nurses working in acute services, whereas older nurses have a tendency to work in 
tertiary settings where patients are more settled in behavior. But it should be pointed out that in 
this study there was no relationship between age and assault. Neither was there a relationship 
between ‘length of service in current post’ and assault. Hence, any positive influence from the 
familiarity with the setting and the patient population was not supported by the present data set. 
The important factor was length of experience as a nurse. This is consistent with the data 
reported in a study by Lanza, Kayne, Hicks, and Milner (1991). These authors reported that the 
acute setting did not provide a greater risk for assault as compared to the long term setting. 
 Benner’s ‘Skill acquisition theory of nursing’ gives a more persuasive explanation of why 
experienced nurses may be less likely to be assaulted (Benner, 2001). In Benner’s account of the 
transition from novice nurse to expert nurse, she described how expert nurses perceive situations 
differently and think about problems in a different way from novice nurses. Expert nurses use a 
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vast store of paradigm example situations to guide their practice, they tend to view situations in a 
more holistic way and they have developed a much greater sense of salience in situations. 
Although experience by itself does not make someone an expert nurse, one cannot become an 
expert nurse without sufficient experience (Benner, 2001). The problem for the researcher is that 
much of the skill and acquired knowledge of the expert nurse is tacit or intangible, and would 
therefore need to be made explicit.  
 There appeared to be a relationship between ‘Assault’ and marital status, whereby nurses 
who were currently married were less likely to report being assaulted. This was an unexpected 
finding though it does support findings reported in a study by Lanza, Kayne, Hicks, and Milner. 
(1991). The reason why married staff are less likely to be assaulted is not clear and it seems that 
any explanations can be only speculative. The finding suggests that there is something about the 
way that married nurses relate to patients that is different from non-married staff. Or 
alternatively it may be due to married staff being better at avoiding or sensing ‘risky’ situations 
and behaving accordingly. Furthermore there was found to be a relationship between marital 
status and ‘Verbal threats’ whereby currently married staff were less likely to be the recipients of 
verbal threats. This relationship was statistically significant (p= 0.027). Once again it seems that 
the explanations for this relationship can only be speculative. The findings relating to the factor 
of ‘Marital status’ are clearly worthy of further investigation. The findings also suggest that it 
may be worthwhile determining if parenthood is also a pertinent factor with regard to the 
incidence of patient assault and verbal threats. 
 The statistically significant relationship between the occurrence of verbal threats and the 
occurrence of physical assault was an important finding. Because of the design of the study we 
may not be able to assume that verbal threats precede the occurrence of physical assault, nor can 
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we assume that patients that commit assaults are the same patients that make verbal threats. We 
can however claim that there is an association between verbal threats and assault; and that nurses 
who receive verbal threats are more likely to report being the victims of physical assault from 
patients. The data suggests that nurses reporting having received a verbal threat are 6.86 times 
more likely to be physically assaulted, as compared to those who had not received a verbal 
threat. 
 There was found to be a negative correlation between scores from the Expressive 
Suppression (ES) facet of the ERQ and scores from the APDQ. The relationship was fairly 
strong (r = -0.385) and statistically significant (p=0.013). The factors of the APDQ that had a 
significant negative correlation with ES were the factors of Enjoyment/loathing and the factor of 
Acceptance/rejection. It may be possible to see a logical connection as to why there would be a 
negative correlation. The ES gives a measure of respondent’s tendency to control their emotions 
by suppressing them. High scores indicate a high tendency to suppress emotion. If we consider 
the Enjoyment/loathing factor of the APDQ, we would expect those who score high on the ES to 
suppress their enjoyment when working with patients with personality disorders and hence give 
lower scores (though, if we acknowledge that the Enjoyment/loathing factor is bipolar then we 
should accept that we would expect less extreme scores rather than low scores). This explanation 
may seem rather tentative, but whatever our explanation we should acknowledge that this finding 
presents a conundrum for the Safewards Model. In the Safewards Model a high score on the 
APDQ was correlated with a lower incidence of conflict events. Likewise, a high score on the ES 
was also correlated with a lower incidence of conflict events. How can this be so, when there is a 
negative correlation between scores on the ES and scores on the APDQ? High scores on the ES 
are associated with low scores on the APDQ, and low scores on the ES are associated with high 
STAFF CHARACTERISTICS  38 
scores on the APDQ. How can they both be correlated with a lower incidence of conflict events 
when the effects are in opposite directions?  
 From the data given in our current study, the negative relationship between the constructs 
of Emotion Suppression and Appreciation of Personality Disorder is clear. This suggests that the 
relationship between these constructs and the construct of conflict events may not be so clear or 
straightforward. Given the interacting forces that impact upon the incidence of conflict events, it 
may be the case that the relationship between conflict events and ES, and the relationship 
between conflict events and the APDQ may be more nuanced than a straightforward linear 
relationship.   
 The statistically, significant negative relationship between LOC and the length of time in 
current post was an important finding. A longer length of time in current post was associated 
with lower scores on Rotter’s LOC scale. Lower scores indicate a more internal LOC. An 
internal LOC has been associated with a greater sense of self-efficacy, improved mental health 
outcomes, and greater emotional well-being (Ozgul & Dicle, 2008). The relationship between 
LOC and length of employment in current post appears to be an issue worthy of further 
investigation. 
Limitations of the Study 
  Discussion of the results has brought to light a number of limitations of the study. This 
study used a convenience sample of 44 RPNs currently registered and practicing in the provinces 
of BC and Manitoba. This could be considered a fairly small sample. A small sample is not 
necessarily a problem. However, if we consider the issues of patient assault and verbal threats, 
staff factors are just one element in a large array of influences that might impact upon these 
behaviors. We therefore would not expect the staff factors we measured to have large effects. 
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Hence a larger sample size would have been desirable. For instance, using a larger sample may 
have allowed us to establish whether there was an actual relationship between physical assault 
and years of experience. Our current data merely suggests that there may be a relationship there. 
Likewise, the relationship inferred between marital state and assault, which did not reach 
statistical significance. In short, because of the small sample size some effects may have been 
missed or unconfirmed. Furthermore, a small sample may make it difficult to make 
generalizations from our findings.  
 A second limitation is the diversity of the respondents in the study. Respondents were 
drawn from a large geographical area (BC and Manitoba) and worked in a variety of different 
inpatient settings. This variety of settings may have impacted our results; thus contributing to our 
finding that there was no relationship between the scores from the psychological inventories and 
the incidence of assault and verbal threats. It would have been preferable to have used 
respondents from a single setting, to control for this diversity; though gaining access to such a 
facility may have posed practical problems, and may have also impacted upon the number of 
respondents. 
 The results also gave us indication of further information that the researcher could have 
been provided with on the demographic questionnaire. This could have included questioning 
whether the respondent was a parent, and questions about the nature of the respondent’s 
worksite. 
 Given the nature of the research, this study also bears the limitations of any cross-
sectional study where data is collected at a single point in time. The main limitation is that 
although we can establish a relationship between variables, the collected data can give no 
evidence regarding the direction of cause or influence. Further, the questionnaire that was used 
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relied upon respondent’s memories of salient events, and the researcher can make no assurances 
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Chapter 6: Conclusion and Implications for Future Research 
 The discussion of the results of this study appeared to generate more questions than it 
provided answers. The most perplexing question was posed by the negative correlation between 
the scores on the Expressive Suppression facet of the ERQ and the scores on the APDQ. How 
can high scores on these measures, both be related to a lower incidence of conflict events when 
they are negatively correlated? This question poses a serious conundrum for the Safewards 
Model and the question is in need of an answer. 
 Other questions raised from this study present us with some justification for further 
investigation. The demographic factors that had a relationship with patient assault were found to 
be ‘length of employment as a nurse’ and ‘Marital status.’ Although Benner’s account of skill 
acquisition (2001) may give us some understanding of why ‘length of employment’ should be a 
factor, the explanations appear to be fairly nebulous and non-specific. It may be beneficial to 
design further research to make explicit what behaviours and what ways of thinking expert 
nurses employ that reduces the risk of being assaulted. It would also be beneficial to design 
further research to measure how married staff relate differently to patients, as compared to non-
married staff, given that married nurses are less likely to report being assaulted and less likely to 
report being the targets of verbal threats.  
 The relationship between verbal threats and physical assault was an important finding.  
Verbal abuse can have a profound psychological fact on recipients (Inoue, Tsukano, Muraoka, et 
al., 2006) and has an established relationship with burnout in nurses (Bowers, 2009). The finding 
that the incidence of verbal threats is associated with higher rates of assault should make verbal 
aggression and verbal threats even more of a concern. Further research could be used to 
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determine whether verbal threats precede incidents of assault, and whether a causal relationship 
between ‘Verbal threats’ and ‘Assault’ can be established. 
 Patient assault against nurses is a widespread problem, and research reports that assault 
rates against nurses appear to be rising (BCNU, 2017; Holland, 2018). Therefore the issue of 
patient assaults and verbal threats towards nurses should be a cause of major concern to nurses 
and employers alike. By focussing on staff factors we may be appearing to ‘blame the victim’ 
but any evidence that can bring to light ways of reducing the incidence of assault should be 
welcomed. Therefore any further research on this topic should be encouraged, as should research 
that explores factors in any of the other five domains that Bowers and his associates have 
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Appendix A 
 
 A List of Conflict Events Used in the City Nurse Project 
 
 In the City Nurse Project the following behaviors were designated as conflict events: 
 
Verbal aggression. 
Physical aggression against objects. 
Physical aggression against self. 
Physical aggression against others. 
Suicide attempt. 
Smoking in non-smoking area. 
Refusing to eat. 
Refusing to drink. 
Refusing to attend to personal hygiene. 
Refusing to get out of bed. 
Refusing to see workers. 
Alcohol misuse confirmed. 
Alcohol misuse suspected. 
Attempting to abscond. 
Absconding (missing without permission). 
Absconding (official report). 
Refused regular medication. 
Refused prn medication. 
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Appendix B 
 
 Emotion Regulation Questionnaire (ERQ) 
 
 The Emotion Regulation Questionnaire (ERQ) is designed to assess individual 
differences in the habitual use of two emotion regulation strategies: cognitive reappraisal and 
expressive suppression. 
 
Instructions and Items. 
 
We would like to ask you some questions about your emotional life, in particular, how you control (that 
is, regulate and manage) you emotions. The questions below involve two different aspects of your 
emotional life. One is your emotional experience or what you feel like inside. The other is your emotional 
expression or how you show your emotions in the way you talk, gesture or behave. Although some of the 
following questions may seem similar to one another, they differ in important ways. For each item please 
answer using the following scale: 
 
     1---------------2---------------3---------------4---------------5---------------6---------------7 
strongly                                                                                                                    strongly 
disagree                                                                                                                      agree 
 
1. _____When I want to feel more positive emotion (such as joy or amusement) I change what I’m 
thinking about. 
2. _____ I keep my emotions to myself. 
3. _____ When I want to feel less negative emotion (such as sadness or anger), I change what I’m thinking 
about. 
4. _____ When I am feeling positive emotions, I am careful not to express them. 
5. _____ When I’m faced with a stressful situation, I make myself think about it in a way that helps me 
stay calm. 
6. _____ I control my emotions by not expressing them. 
7. _____ When I want to feel more positive emotion, I change the way I’m thinking about the situation. 
8. _____ I control my emotions by changing the way I think about the situation I’m in. 
9. _____ When I am feeling negative emotions, I make sure not to express them. 
10. _____ When I want to feel less negative emotion, I change the way I’m thinking about the situation. 
Citation. 
 Gross, J.J., & John, O.P. (2003). Individual differences in two emotion regulation processes. Implications 
for affect, relationships, and well-being. Journal of Personality and Social Psychology, 85, 348-362.  
STAFF CHARACTERISTICS  52 
Appendix C 
The Attitude to Personality Disorder Questionnaire (APDQ) 
 This questionnaire is designed to measure attitudes towards working with patients with 
personality disorders (PD). It comprises of a number of statements set on a six point scale 
expressing the frequency with which the associated feeling is experienced. The scale ranges from 
1 (never) to 6 (always). 
Please could you give a response to the following statements using the following scale:- 
     1---------------2---------------3---------------4---------------5---------------6 
Never                                                                                                  Always 
1. _____  I like PD patients. 
2. _____ I feel frustrated with PD patients. 
3. _____ I feel drained by PD patients. 
4. _____ I respect PD patients. 
5. _____ I feel fondness and affection for PD patients. 
6. _____ I feel vulnerable in PD patient’s company. 
7. _____ I have a feeling of closeness with PD patients. 
8. _____ I feel manipulated or used by PD patients. 
9. _____ I feel uncomfortable or uneasy with PD patients. 
10. _____ I feel I am wasting my time with PD patients. 
11. _____ I am excited to work with PD patients. 
12. _____ I feel pessimistic about PD patients. 
13. _____ I feel resigned about PD patients. 
14. _____ I admire PD patients. 
15. _____ I feel helpless in relation to PD patients. 
16. _____  I feel frightened of PD patients.  
17. _____  I feel angry toward PD patients. 
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19. _____ I enjoy spending time with PD patients. 
20. _____ Interacting with PD patients makes me shudder. 
21. _____  PD patients make me feel irritated.  
22. _____ I feel warm and caring toward PD patients. 
23. _____ I feel protective toward PD patients. 
24. _____  I feel oppressed or dominated by PD patients. 
25. _____ I feel that PD patients are other, alien, strange. 
26. _____ I feel understanding toward PD patients. 
27. _____  I feel powerless in the presence of PD patients. 
28. _____ I feel happy and content in PD patients’ company. 
30. _____ I feel outmanoeuvred by PD patients. 
31. _____ Caring for PD patients makes me feel satisfied and fulfilled. 
32. _____ I feel exploited by PD patients. 
33. _____ I feel patient when caring for PD patients. 
34. _____  I feel able to help PD patients. 
35. _____ I feel interested in PD patients. 
36. _____ I feel unable to take control of the situation with PD patients. 
37. I feel intolerant. I have difficulty tolerating PD patients’ behavior. 
 
Citation 
Bowers, L. & Allan, T. (2006). The attitude to personality disorder questionnaire: psychometric 
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Appendix D 
 Rotter’s Locus of Control Scale 
For each question select the statement that you agree with the most. Please circle either 
option “a” or option “b.” 
 
1.  a. Children get into trouble because their parents punish them too much. 
     b. The trouble with most children nowadays is that parents are too easy with them. 
2.  a. Many of the unhappy things in people’s lives are partly due to bad luck. 
     b. People’s misfortunes result from the mistakes they make. 
3.  a. One of the major reasons why we have wars is because people don’t take enough interest in     
         politics. 
     b. There will always be wars, no matter how hard people try to prevent them 
4.  a. In the long run people get the respect they deserve in this world. 
     b. Unfortunately, an individual’s worth often passes unrecognized no matter how hard he  
          tries. 
5.  a. The idea that teachers are unfair to students is nonsense. 
     b. Most students don’t realize the extent to which their grades are influenced by accidental  
     happenings. 
6.  a. Without the right breaks one cannot be an effective leader. 
     b. Capable people who fail to become leaders have not taken advantage of their opportunities. 
7.   a. No matter how hard you try some people just don’t like you. 
      b. People who can’t get others to like them don’t understand how to get along with others. 
8.   a. Heredity plays the major role in determining one’s personality. 
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      b. It is one’s experiences in life that determine what they’re like. 
9.  a. I have often found that what is going to happen will happen. 
     b. Trusting to fate has never turned out as well for me as making a decision to take a definite  
         course of action. 
10.  a. In the case of the well prepared student there is rarely if ever such a thing as an unfair test. 
       b. Many times exam questions tend to be so unrelated to course work that studying is rather  
          useless. 
11.  a. Becoming a success is a matter of hard work, luck has little or nothing to do with it. 
       b. Getting a good job depends mainly on being in the right place at the right time. 
12.  a. The average citizen can have an influence in government decisions. 
       b. This world is run by the few people in power, and there is not much the little guy can do  
           about it. 
13.  a. When I make plans, I am almost certain that I can make them work. 
       b. It is always wise not to plan too far ahead because many things turn out to be a matter of  
           good or bad fortune anyhow. 
14.   a. There are certain people who are just no good. 
        b. There is some good in everybody. 
15.   a. In my case getting what I want has little or nothing to do with luck. 
        b. Many times we might just as well decide what to do by flipping a coin. 
16.   a. Who gets to be the boss depends on who was lucky enough to be in the right place first. 
        b. Getting people to do the right thing depends upon ability. Luck has little or nothing to do  
            with it.  
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17.   a. As far as world affairs are concerned, most of us are victims of forces we can neither 
            understand nor control. 
        b. By taking an active part in political and social affairs the people can control world events. 
18.   a. Most people don’t realize the extent to which their lives are controlled by accidental  
            happenings.  
        b. There really is no such thing as ‘luck.’ 
19.   a. One should always be willing to admit mistakes. 
        b. It is usually best to cover up one’s mistakes. 
20.   a. It is hard to know whether or not a person really likes you. 
        b. How many friends you have depends upon how nice a person you are. 
21.   a. In the long run the bad things that happen to us are balanced by the good ones. 
        b. Most misfortunes are the result of lack of ability, ignorance, laziness or all three. 
22.   a. With enough effort we can wipe out political corruption. 
        b. It is difficult for people to have much control over the things politicians do in office. 
23.   a. Sometimes I can’t understand how teachers arrive at the grades they give. 
        b. There is a direct connection between how hard I study and the grades I get. 
24.   a. A good leader expects people to decide for themselves what they should do. 
        b. A good leader makes it clear to everybody what their jobs are. 
25.   a. Many times I feel that I have little influence over the things that happen to me. 
        b. It is impossible for me to believe that chance or luck plays an important role in my life. 
26.   a. People are lonely because they don’t try to be friendly. 
        b. There’s not much use in trying too hard to please people, if they like you, they like you. 
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27.   a. There is too much emphasis on athletics in high school. 
        b. Team sports are an excellent way to build character. 
28.   a. What happens to me is my own doing. 
        b. Sometimes I feel that I don’t have enough control over the direction my life is taking. 
29.   a. Most of the time I can’t understand why politicians behave the way they do. 
        b. In the long run the people are responsible for bad government on a national as well as a  




Could you now please return to the front of this questionnaire and check that you have answered 
the questions correctly. 
Thank you for completing this questionnaire. 
Citation 
Rotter, J. (1966). Generalized expectancies for internal versus external control of reinforcement. 
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Appendix E 
Questionnaire on Assault by Patients 
 
Please could you answer the following questions, or indicate the appropriate response by putting 
a tick by the appropriate answer. 
 









3) What is your highest level of education? 
Diploma 
Bachelor’s degree 
Masters degree or higher. 
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7) What is your marital status? 
Never married 




8) How long have you been employed as a nurse? 
____________________ 
 
9) How long have you been employed in your current post? 
             ____________________ 




11) Have you had a visit to the Emergency Department due to being assaulted by a patient 
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        13) Have you received verbal threats of physical harm by a patient in the last 6 months? 
              Yes 
              No 
 
        14) Are there any other comments that you would like to make regarding the information 
asked for above? If so, please write your response below. 
 


















Thank you for completing this questionnaire. 
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Mr Martin Cook RPN, BSPN. 
#508 – 14 Begbie Street 
New Westminster 
BC. V3M 0C4 
Tel: 604 499 2477 
Email: cookm565@brandonu.ca 
 
Dear Registered Psychiatric Nurse, 
 
 I should like to invite you to participate in a study that I am conducting as part of a 
Masters in Psychiatric Nursing program at Brandon University, Manitoba. I am the primary 
investigator of the study, in which the primary goal is to gain an understanding of nursing staff   
characteristics that may be related to the incidence of patient aggression towards psychiatric 
nursing staff. 
 The study will involve completion of a questionnaire relating to the incidence of patient 
aggression, and also the completion of three standardized tests, which comprise of the Emotion 
Regulation Questionnaire, the Attitude to Personality Disorder Questionnaire and the Locus of 
Control Scale. It is intended that these tests be completed in a single sitting, which may take 20-
30 minutes. The questionnaire and standardized tests should then be returned to the principal 
investigator in the prepaid envelope provided 
Participation in the study is entirely voluntary. If you would be willing to participate 
please complete one of the enclosed consent forms and the accompanying questionnaires and 
return them in the prepaid envelope provided. Please do not write your name on the 
questionnaire or any of the standardized tests, since all information will be anonymized. Note 
that there are two consent forms; one to be signed and returned in the prepaid envelope, the 
second to retain for your records. 
 If you have any questions you may contact the primary investigator, Mr. Martin Cook at 
604 499 2477, email cookm565@brandonu.ca. You are also free to contact the project supervisor 
Dr Phillip Goernert on 204 571 7856, email GoernertP@Brandonu.ca. 
 Thank you for your time and consideration. We look forward to hearing from you. 
Yours sincerely, 
Martin Cook, RPN, BSPN 
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Appendix G 
 Informed Consent Form 
I understand that I am being asked to participate in a research study. This study is being 
carried out by Mr Martin Cook, RPN. The purpose of this study is to investigate characteristics 
of psychiatric nurses working in direct care, which may be related to the incidence of patient 
aggression towards staff. 
The study will involve the completion of a questionnaire, plus three standardized 
inventories. It is intended that these be completed at a single point in time. It is estimated that 
completing these will take up to 20-30 minutes of time. Although the questionnaire used may ask 
about traumatic events, the questions require simple yes or no response and do not request for 
any further details or discussion. Therefore it should be deemed that the study poses minimal risk 
of harm. I am aware that I do not have to answer any questions that I do not want to answer. I 
understand that I should NOT write my name on any of the inventories or questionnaire since the 
information given will be used anonymously. 
I realise that knowledge gained from this study may contribute to an understanding of 
factors that may contribute to a decreased incidence of patient aggression towards nursing staff. 
And I realize that my participation in this study is entirely voluntary. 
I realize that once I have given data/information to the investigator that it will be 
anonymized and I will therefore have no further influence over it. Once the inventories, 
questionnaire and consent form are returned, the consent form will be separated and it will no 
longer be possible to identify the person that gave the information. Therefore withdrawal from 
the study after this point will no longer be possible. I understand that individual data will be kept 
confidential, but that pooled data will be used in compiling the thesis for dissemination of 
results. Pooled data  may also be used in nursing publications or presentations. 
If I wish, I may contact Mr. Martin Cook, the primary investigator at any time, if I have 
any concerns regarding this study (cell: 604 499 2477), email cookm565@brandonu.ca. I am 
also free to contact the supervisor of the study, Dr. Phillip Goernert (tel: 204 571 7856, email: 
GoernertP@Brandonu.ca). The Brandon University Research Ethics Committee (BUREC) may 
also be contacted regarding any possible ethical issues or concerns (tel: 204 727 9712, email: 
burec@brandonu.ca). 
I am also free to contact the Brandon University Research Ethics Committee (BUREC) 
regarding any possible ethical issues or concerns (204 727 9712, email burec@brandonu.ca). 
The study has been explained to me and I have read and understand this consent form. I 
agree to participate in this study. 
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Printed name  _______________________ 
Signature of participant  ________________________      date: _____________ 
 
(Adapted from Polit and Beck, 2012) 
Polit, D. & Beck, T. (2012). Nursing research: Generating and assessing evidence for 
nursing practice (9th, ed). Philadelphia, PA: Wolters Kluwer / Lippincott, Williams & Wilkins. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
